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This paper reviews some of the literature
which relates to physiotherapy clinical super-
vision. It explores the attitude of therapists to
the role of student supervisor and their level of
preparedness. Some behaviours for facilitating
effective clinical supervision from recent stud-
ies of student preferences are presented. Ap-
propriate models of the supervision process for
physiotherapy students are given and a grid
model is suggested as a possible method of
simplifying and evaluating the complex and var-
ied learning environments, interpersonal rela-
tionships and behaviours which occur in physio-
therapy clinical placements.
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There is universal agreement that
clinica.l supervision is an essential and
integral component of physiotherapy
education in developing clinical com-
petence. However there is some diffi-
culty in defining both clinical super-
vision and clinical competence. Newble
(1977) suggests a double approach in
his definition of clinical competence
and states that it is an identification
and definition of the processes leading
to clinical performance, which are
linked to a concern for the outcome.
Forster and Galley (1978) suggest that
clinical competence can be subdivided
into three major areas: interpersonal,
intellectual and technical competence.
Difficulty also arises in the definition
of clinical supervision. Scully and She-
pard (1983) define it as a dynamic en-
abling process by which the student
physiotherapist is helped by a clinical
supervisor to make the best of his
knowledge and skills, to improve his
abilities so that the job is completed
more effectively and with increasing
satisfaction to himself, his clinical su-
pervisors and their profession. A dy"
namic enabling process is a vague defi-
nition, yet it must be if it is to cover
the varied complex interactions which
are classified as clinical supervision.
It would seem that physiotherapists
have varying perceptions of the task of
supervision. Individual perceptions are
influences by their own student expe-
riences, work situations and more re-
cent student contact, professional de-
velopment and intrapersonal needs.
Physiotherapists have been involved
in student training since the early days
of the profession. Although specialized
teacher training courses are available
in the United Kingdom for physio-
therapists, in this country and in the
United States, relatively few physio-
therapists have formal training. So-
tosky (1984) reports that although
teaching is a positively valued role of
practising physiotherapists, the major-
ity did not feel adequately prepared for
it. May (1983) states that although
ninety-nine percent of physiotherapists
believed that teaching is an important
skill, the majority have become com-
petent through trial and error. Scully
and Shepard (1983) also report a com-
mon finding of perceived lack of prep-
aration for the role of clinical super-
visor. These findings would also appear
to apply to physiotherapists in Aus-
tralia.
Criteria for Effective Clinical
Supervision
Emery (1984) reports that physio-
therapy students rated communication
as being most important in determining
the effectiveness of clinical supervisors,
followed by interpersonal relations,
teaching behaviours and professional
physiotherapy skills. It is interesting to
note that in the students' observations
of their clinical supervisors, the higher
valued determinants of effectiveness
were recorded less frequently than were
professional skills. An early study by
Stritter et at (1975), which investigated
medical students' perceptions of effec-"
tive clinical teaching behaviours,
ranked the following factors as impor-
tant in facilitating clinical learning:
1. Encouraging active student partici-
pation.
2. Positive attitude towards teaching
on the part of the teachers.
3. Emphasis on applied problemsolv-
ing rather than factual information.
4. Student centred instructional strat"
egies.
5. Humanistic orientation.
6. Emphasis on references and re-
search.
Hough (l986a) reports that students
rated the personality of the teacher as
important. However, Wong and Wong
(1980) question the validity of student
ratings taken in isolation since research
findings have demonstrated a positive
correlation between grades and teacher
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evaluation, teacher charisma and high
teacher evaluation.
Research from medical education
(Yonke 1979) indicates that clinical
teachers have similar criteria for effec-
tive teaching. These are:
1. Problem solving basic theory with
clinical content.
2. Close supervision of students.
3. Friendly, outgoing supervisors who
enjoy teaching.
4. A patient-centred rather than dis-
ease orientation.
5. An awareness of the process of clin-
ical decision making and teaching
style.
6. Manual skills instruction.
7. Encouragement of student self-
awareness.
8. Sharing of interest and research.
Models of Supervision
Goldhammer et al (1980) provide a
five stage model or cycle of supervision
which, although originally designed to
Entry from Theory Block
describe the superVlSlon process in
teaching, also has application in
physiotherapy student supervision. This
sequence of clinical supervision con-
sists of:
1. Preobservation conference.
2. Observation.
3. Analysis.
4. Supervision conference and analy-
sis.
5. Post conference analysis.
Turneyet al (1982) have further de-
veloped this original model to include
a skills retraining loop which is even
more relevant to physiotherapy train-
ing for the refinement of manual skills.
With further modification for a cli-
nicians workshop (Best and Burman
1988) the cycle become",:
1. Pretask or patient conference.
2. Performance of task or patient
management by the student with ob-
servation by the supervisor.
3. Analysis of performance.
4. Feedback.
5. Assessment.
Skills practice and/or theory review
may be accessed as required follow-
ing the initial pretask conference or
the feedback session (see Figure 1).
A simpler model used in nursing ed-
ucation (Wong and Wong i980) de-
scribes the process in three stages:
preactive, interactive and postactive.
Such models provide a structure for
applying the criteria already identified
by breaking up the process of super-
vision into component parts, each with
appropriately defined behaviours.
The Reality
Scully and Shepard (1983) comment
that organization and human factors
influence the type, quantity and quality
of student learning. Organizational
ground rules at the tertiary institution
level tend to be inflexible. Student
placement schedules, placement
lengths, objectives, competency state-
ments and evaluation procedures are
rigidly defined to comply with aca-
demic policies for accreditation. Or-
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Figure 1: The process of physiotherapy clinical education (adapted from Turney et at 1982 by Best and Burman 1988).
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ganizational ground rules, at both the
health care institute level- determined
by its size, function, philosophy and
policies - and the physiotherapy level,
ate superimposed onto these and effect
the type and quality of the supervisory
experience available to the student. The
type of patient available, the number,
the iength of treatment and hospitali-
zation time influence the student's pro-
gramme. Vast differences exist between
the supervision of students who are
undertaking a rehabilitation placement
and working in a large gymnasium and
those working in intensive care in an
acute thoracic affiliation. In many de-
partments the more senior staff, while
taking responsibility for the students,
are involved in specialized case loads
which may not be appropriate for stu-
dent experience. Thus students may be
shared around a number of different
supervisors in order to provide them
with a variety of patients.
Since clinical supervision is an inter-
active process, Yonke (1979) describes
a difficulty in separating the act of
teaching from student learning. The
student/supervisor relationship will
dramatically affect the stUdent's learn-
ing. Wong and Wong (1980) comment
that this relationship is always signifi-
cant; student and supervisor contin-
ually interact either positively or neg-
atively. Individual personality,
perceptions and needs of both super-
visor and student vary enormously. Ka-
dushin (1968) describes a variety of
games frequently played in supervision
by supervisees and supervisors as a re-
sult of the closeness of such relation-
ships. He states that it is important to
perceive the rules of the game, to un-
derstand the roles that are being as-
sumed and to identify the hidden pay-
offs. Although written about social
work supervision nearly two decades
ago, it would seem that the same games
are sometimes played in physiotherapy
clinical supervision today.
Recent studies as described by
Thomas-Edding (1987) show that ex-
perts and novices store information and
use it in entirely different processes.
Whereas students see items in isolation
and can only cope with relatively small
pieces of information, experts appear
to organize these small pieces into
chunks, which are stored in long term
memory. Often supervisors expect stu-
dents to arrive at the same conclusions
as they do without taking into account
this difference in processing.
One of the most important con-
straints the physiotherapist has in pro-
viding effective learning situations for
the student relates to the primary eth-
ical responsibility for patient treat-
ment. Many authors (Scully and She-
pard 1983, Hough 1986b, Forster and
Galley 1978) document this conflict in
responsibility between the patient and
the student. However, there is consen-
sus that the patient must come first,
and that all student related activities
must occur within this context.
Another important consideration re-
lates to the motivation of the physio-
therapist in accepting the role of su-
pervisor. While it is generally accepted
that all physiotherapists have an edu-
cational responsibility to their profes-
sion, it is also recognized that in order
to be successful in the role, the super-
visor should have the desire to teach
and a real interest and commitment to
provide positive student experiences
(Schnebly 1970). Many supervisors are
delegated with this responsibility for
students with little preparation for the
task, and in some cases the responsi·
bility is given to new graduates.
There is universal agreement amongst
clinical supervisors that supervising
students is a time-consuming process.
The prime function of all physio-
therapy departments is to provide pa-
tient care. Ramsden and Dervitz (1972)
state that the teaching function is usu-
ally a non reimbursible expenditure of
time for the physiotherapist, who must
demonstrate fiscal responsibility in al-
location of time. Since few supervisors
have the luxury of a reduced case load
in order to allocate more time to stu-
dent activities, most see the lack of
time as a constraint in performing the
task effectively.
Scully and Shepard (1983) warn that
although supervisors expect and tol-
erate various degrees of student capa-
bilities in knowledge and skill, varia-
tions in professional maturity are less
acceptable. Students who have basic
difficulties relating and working with
people are an enormous constraint to
the process, whereas student charac-
teristics such as an eagerness to learn
and a willingness to try, assist the proc-
ess of supervision.
Adaptation of a Managerial Grid for
Clinical Supervision
The managerial Grid (Blake and
Mouton 1985), originally designed to
increase effectiveness in organizational
management and leadership, provides
a useful framework for analysing su"
pervision styles and environments
which could result in more effective
student learning experiences. The Grid
is composed of two dimensions: a con-
cern for production on the horizontal
scale, and a concern for people, rep-
resented on the vertical scale. Applying
this model to clinical supervision,
(see Figure 2), the concern for people
dimension could be further defined as
a concern for the student. This reflects
the level of humanistic factors in the
learning environment - the acceptance
of the student as an individual, the
status given to the student, the level of
trust and respect, the support and en-
couragement given to the student and
the awareness of the importance of such
things as time for reflection and con-
solidation of knowledge. The horizon-
tal dimension - the concern for pro-
duction - represents the number of
patients treated, the variety of condi-
tions seen, the number of procedures
observed, the level of competence or
standard demanded and the challenge
or opportunity for problem solving
which is available. Picturing these two
concerns on a nine point scale where
1 represents low concerns; 5 average;
and 9 is high concern, shows how their
interrelationship results in entirely dif-
ferent student experiences.
The Australian Journal of Physiotherapy. Vol. $4, NO. 4,
Physiotherapy Clinical Supervision
Concern for Physiotherapy Tasks
learn, as well as affect his ability to
function in even routine activities'
(Ramsden and Dervitz 1972 p1061). As
already mentioned, some hospitals, in
an effort to provide the student with
different patients of a wide variety,
rotate the student through a highly or-
ganized programme. This necessitates
a constant change in supervisors so that
the student does not have the oppor-
tunity to develop confidence and rap·
port with anyone person. Feedback
and instruction may be fragmented.
Without time to consolidate anyone
area or become acquainted with any
one supervisor, the student may be ut-
terly bewildered by the experience.
Hough (1986b) comments that stu-
dents may be so busy getting through
their case load that they have little op-
portunity to on the effectiveness
of treatments, to set priorities or relate
their assessments to their treatments.
Only when the student has developed
these skills, can the process be speeded
up to allow a more realistic case load.
Hough also cautions about the inhib-
iting effect that excessive stress has on
the student's ability to be critical.
The lower left hand corner (1,1) rep-
resents a minimum concern for both
the student and production. Although
this combination does not frequently
occur, nevertheless it does happen.
With ever increasing student numbers,
sometimes tertiary institutions con-
vince clinics to accept students when
they are reluctant to do so, perhaps
due to staff shortages, illness or lack
of commitment to the student pro-
gramme. Occasionally adverse situa-
tions may arise from entirely extra·
neous circumstances, such as during
the Victorian nursing strike in 1986:
with hospitals closing, few available
patients, and staff preoccupied and in-
volved in strike action, both student
and production concerns were ex-
tremely low.
The centre of the Grid (5,5) repre-
sents a satisfactory level of concern for
the student and an average exposure
to patient numbers and conditions. All
institutions have a need to be con-
are puzzled education has failed.
Sometimes it is the student who has
failed to take responsibility for learning
and has taken a passive role in spite
of efforts of the supervisor to motivate
more active involvement.
In the lower right hand corner of
the Grid (9,1) a maximum concern for
production is represented with a min-
imal concern for the students. This en-
vironment may be characterized by the
use of power and authority, either aris-
ing out of the supervisor's intraper-
sonal need or out of a misguided un-
derstanding of the process of
supervision. Some supervisors are ex-
acting taskmasters and in their deter-
mination to produce competent clini-
cians, often destroy the student's
developing confidence so that they are
unable to perform. 'Anxiety may se-
riously hinder the student's ability to
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Figure 2: Grid model adapted from Blake and Mouton 1985 p209 to illustrate the
relationship between concern for the student and concern for physiotherapy tasks.
In the upper left corner of the Grid
(1,9) a maximum concern for the stu-
dents is combined with a minimum
concern for production. Students enjoy
the placement but often are concerned
that they have not gained any improve-
ment in clinical skills, or that they have
not seen a variety of conditions or pa-
tients. Sometimes this is a reflection of
the unrealistic expectations which the
students has; sometimes it is a very real
problem, since the patient numbers and
conditions vary throughout the year
and case loads at anyone time.are
unpredictable. Sometimes the supervi-
sor, in providing a safe, comfortable
student centred environment, does not
provide enough challenge, demand or
opportunity to extend the student's
knowledge. Hough (l986a) states that
it is safer and more comfortable not
to puzzle students, but unless students
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stantly re-evaluating their level of per-
formance in order to strive for im-
provement. Those facilities which have
had students for many years may be-
come so familiar with the task of su-
pervision that they maintain a middle
of the road attitude to students. The
supervision of students is only part of
the overall responsibility of physio-
therapists, and with ever increasing re-
sponsibilities and often decreased staff-
ing, even maintaining the status quo is
a difficult task. However, the future
of any profession depends on the ed-
ucation of its students, and every effort
should be made to provide optimum
learning situations.
Situated in the upper right hand cor-
ner of the Grid (9,9), this combination
of high concern for the student, cou-
pled with high concern for productiv-
ity, provides both the optimum learn-
ing situation for students and the most
rewarding experience for staff involved
in supervision. This is a highly inter-
active environment where staff are
challenged, motivated and perhaps en-
riched by the students, as well as the
reverse. Active, effective student learn-
ing and efficient health care delivery
are achieved with shared responsibility
for student learning, the use of self-
assessment practices, open communi-
cation and a high level of trust. Scully
and Shepard (1983) list personal satis"
faction and professional development
as direct rewards for physiotherapist
participation in clinical supervision
programmes. Staff recruitment is also
helped if students have a rewarding,
positive experience in a department
during their training.
Paternalism/Maternalism
The Grid allows for a further com-
bination of a high concern for pro-
duction with a high concern for the
student. Blake and Mouton (1985), dif-
ferentiate this from the 9,9 interaction
of the two factors and suggest that this
is an additive combination which can
be pictorially represented on the Grid
by a diagonal line connecting the 1,9
and 9,1 corner. This supervisory style
assumes a paternalistic/maternalistic
assumption where the supervisor takes
full responsibility for the student's
learning and experiences. The student
is given the benefit of the supervisor's
experience, counsel and guidance in ex-
change fpr loyalty, appreciation and
gratitude. Since there is a tendency for
the student to become dependent on
the supervisor, this hinders creativity
and independence. Blake and Mouton
(1985) state that a paternalistic/mater-
nalistic authority exercises a high de-
gree of control through giving direc·
tions and instructions but is
considerate, warm, affectionate and
supportive in exchange for compliance.
It would seem that this situation fre-
quently occurs in physiotherapy clinical
supervision and could perhaps be ex-
plained by the physiotherapist's need
to ensure that effective patient man-
agement is maintained while the patient
is under the student's care. Students
frequently are involved with patients
for relatively short periods and after
their departure the supervisor must
continue the patient programme. Con-
sequently, there may be reluctance to
allow a student freedom to implement
a programme without the supervisor's
.commitment to carry it on.
Blake and Mouton (1985) list the
following basic principles for 9,9 ori-
ented management.
1. Motivation which improves produc-
tivity and creativity arises out pf
commitment and results in fulfil-
ment.
2. Open cpmmunication is essential.
3. Conflicts are solved by problem
solving confrontation with under-
standing and agreement as the basis
for cooperative effort.
4. Widespread delegation of authority
allows individuals to take respon-
sibility for their own actions.
5. Shared participation in problem
solving and decision making stimu-
lates active involvement in produc-
tivity and creative thinking.
6. Management is by objectives.
7. Norms and standards encourage
personal and organizational excel-
lence.
8. Critique and review are used to im-
prove performance.
The similarity between these basic
management principles and the recom-
mendations which have already been
suggested for effective clinical super-
vision is apparent.
In Conclusion
Acceptance of models, which give
insight into the process of supervision
and a means of analysis of its effec-
tiveness, provides valuable information
in evaluating the past and in planning
future directions. Nunley (1987) states
that it is vital that clinical supervision
provides effective and efficient learning
situations for students in order to pre-
pare them for a future which demands
more accountability for the effective-
ness of procedures and the cost of serv-
ices.
However, rigid adherence to any
model should be cautioned against since
clinical supervision must be flexible if
it is to make the optimum use of stu-
dent, supervisor and patient time.
Physiotherapists involved in the super-
vision of students are frequently frus-
trated by the complexities and diffi-
culties of the task and may find some
comfort in the statement by Smith
(1968) that in spite of the imperfections
which are part of clinical environ-
ments, the reality of the clinical situa-
tion is its strength.
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